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Abstract
Central to the healthcare system in the United States is the belief that weight is an
accurate measure of health. This belief, which is the foundation of the Weight
Centered Health Paradigm (WCHP), is linked to the proliferation of diets, weight
cycling, and weight stigma. However, a growing body of research indicates that
higher weight is not necessarily linked to negative health outcomes and that the
impact of weight cycling and weight stigma pose far greater risks to health.
Counselors and other mental health professionals function within the weightnormative healthcare system in the United States and are faced with the challenge of
examining their own weight biases when working with larger-bodied clients.
Research supports Health at Every Size (HAES) and Intuitive Eating (IE) models as
ways to promote sustainable, holistic, weight-neutral care, and to expand the
definition of health. Counselors can integrate HAES and IE congruent messages and
practices into their work with clients to reduce the impact of weight stigma,
promote client wellbeing, and support a strong working alliance.
Keywords: weight bias, health, counseling, diet, Intuitive Eating, Health at
Every Size
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Introduction
Counselors and other mental health professionals are usually familiar with
the research on the mind-body connection and to the realities of working with
clients on issues related to their physical bodies. We understand how trauma and
anxiety are often manifested through somatic symptoms; support clients navigating
life with chronic illnesses; encourage clients to take care of their physical health to
support their mental wellbeing; and advocate for policies and programs that help
meet our clients’ basic physical needs. Yet as professionals situated within a
healthcare system that relies on a weight normative understanding of health,
counselors can unknowingly be complicit in perpetuating weight stigma and
contributing to client harm. This paper seeks to define and critique the weightcentered health paradigm (WCHP), explore the impact of weight bias in the
therapeutic relationship, and offer clinicians an alternative way of supporting
clients’ mental and physical health through the Health at Every Size (HAES)
paradigm and the Intuitive Eating (IE) framework.
The Importance of Language
Just as the language we use to describe ourselves is important, so is the
language we use to describe others, including our clients. It is with this knowledge
in mind that I, along with many other writers and researchers exploring weight
stigma and sizeism, have chosen to use non-stigmatizing language in this paper.
Terms such as “overweight” and “obese” have an inherently stigmatizing, anti-fat
bias (Rothblum & Solovay, 2009). These are terms widely used in the medical field
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that pathologize naturally occurring differences in body size (Smith, 2019). In this
paper, when necessary, I use the terms “overweight” and “obese” in quotes. The
term “fat” has a historically negative association and may not be how some prefer to
identify, however, it is being reclaimed by many individuals in larger bodies as a
unifying and empowering term (Meadows & Daníelsdóttir, 2016). Whatever
language we use, “It behooves us to ask ourselves whether the words we use do
indeed affirm the respect and human dignity of the target group...if not, we will only
perpetuate the stigma we are claiming to abolish” (Meadows & Daníelsdóttir, 2016,
p.3).
Weight-Centered Health Paradigm
In the United States, the belief that weight is a primary indicator of health is
foundational to the discourse around health and wellbeing. This understanding, also
referred to as the weight-centered health paradigm (WCHP) or the weightnormative health paradigm, fuels the diet industry, contributes to the spread of
socially acceptable fatphobia and weight-bias, guides the way research is conducted
and interpreted and influences the delivery of medical treatment to individuals in
larger bodies (O’Hara & Taylor, 2018). Campaigns against the “obesity epidemic,”
workplace sponsored-weight loss programs, and proliferation of restrictive diets
thinly veiled as “wellness models” and “lifestyle changes” are just a few of the ways
this paradigm is visible. The message is clear- fat is bad and thin is good. While
systemic resistance to paradigms other than the WCHP is significant, a new wave of
research and critiques emerging out of a variety of professional disciplines provide
empirical evidence contrary to the dominant discourse driven by the WCHP. These
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critiques are briefly outlined below in three categories: the obesity crisis, the
sustainability and impact of weight loss, and the impact of weight on health
outcomes.
The “Obesity Crisis”
The “obesity crisis” or “obesity epidemic” is one of the driving forces behind
the WCHP, the diet and wellness industries, and weight-related stigma in the United
States. Posters and billboards featuring pictures of donuts and cupcakes remind us
that “Obesity Kills,” and evening news stories covering the “epidemic” flash startling
statistics across TV screens in homes across the United States. A closer look at the
research on the “obesity epidemic,” however, reveals a different picture, beginning
with the Body Mass Index (BMI) scale. In 1998 the National Institute of Health’s
(NIH) Obesity Task Force- the majority of whose members had vested interests in
the weight loss industry - elected to lower the BMI standards such that, “twentynine million Americans went to bed with average figures and woke up fat...with
presumed increased risk for type 2 diabetes, hypertension, and atherosclerosis and
a government prescription for weight loss” (Bacon, 2010, p. 152). The International
Obesity Task Force (IOTF) was involved in establishing the BMI cutoff for
“overweight” that was endorsed by the World Health Organization and later
adopted by the NIH Obesity Task Force. The IOTF, however, receives a significant
funding from pharmaceutical companies manufacturing weight loss drugs (Bacon,
2010). Research at the time the BMI standards were lowered actually provided
evidence in support of the BMI scale being increased, yet the NIH and IOTF both
voted to decrease the standards (Bacon, 2010).
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These “errors” are not limited to the BMI scale. In 2004 the Centers for
Disease Control and Prevention published an article in the Journal of the American
Medical Association reporting that each year 400,000 Americans die of “obesity” or
“overweight” (Mokdad, 2004). In a correction published in 2005, citing errors in
computations in the original report, CDC epidemiologists provided an updated
number, reporting that “obesity” and “overweight” is associated with 26,000 deaths
each year (Flegal, 2005). As Bacon (2010) notes, this revision to the total number of
deaths from “overweight” or “obesity” was not widely publicized, nor were the
statistics indicating that more annual U.S. deaths occur in the “underweight” BMI
category each year. As a result, the notion of an “obesity epidemic” is seen as a fact
for many health professionals across a variety of disciplines. In 2012, former
American Psychological Association president Suzanne Bennett Johnson argued that
“psychology must play a larger role in addressing the obesity epidemic...the most
serious health challenge facing our nation,” and encouraged psychologists to
consider research and interventions to address the “crisis” (Johnson, 2012).
The Sustainability of Weight Loss
If being “overweight” or “obese” is the problem, then weight loss is the
obvious, healthy solution—this is the message touted by those in alignment with the
WCHP. This message is based on the belief that weight can and should be controlled,
and that to let oneself be “overweight” is a conscious, unhealthy choice. Contrary to
this belief, research on weight loss maintenance indicates that participants in
structured weight loss programs regain an average of 77% of their lost weight
within 5 years (Anderson et al., 2001). In a review of claims made in weight
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management research, Aphramor (2010) found that in numerous studies touting
the efficacy of commercial weight loss programs, researchers failed to include
information regarding attrition rates and weight rebound, instead focusing only on
outcomes that reflected the weight loss programs in favorable lights. Beyond losing
weight, an abundance of research also suggests that repeated cycles of weight loss
and gain (weight cycling) may cause more health problems than remaining at a
stable weight. A review completed by Mann et al. (2007) suggests that weight
cycling is associated with heart attack, stroke, diabetes, high blood pressure,
cardiovascular disease, diminished immune function, and general mortality, all
health concerns that are commonly attributed to weight alone in “overweight” and
“obese” individuals. The authors argue that because most individuals will regain the
weight that was lost through dieting, diets should not be recommended without
careful consideration of the health risks associated with weight cycling (Mann et al.,
2007). These findings are not new; a foundational study by Lissner et al. (1991)
suggested that weight cycling is strongly linked to disease and mortality.
Research consistently suggests that one of the strongest predictors of weight
gain is dieting (O’Hara & Taylor, 2018), yet messages around the promise of weight
loss diets are abundant, leading to cycles of weight loss and gain and subsequently
increasing individuals’ health risk. The foundation of many weight loss diets relies
on a simple calculation of decreased energy input (fewer calories consumed) and
increased energy output (more calories burned). This calculation, however, does not
take into account the body’s powerful regulating system that ensures that lost
weight (which the body interprets as famine) will be regained to maintain safe
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homeostasis (O’Hara & Taylor, 2018). Diets also fail to account for the wide variety
of other individual factors such as genes, behaviors, life experiences, and
environments that may all impact an individual’s weight (O’Hara & Taylor, 2018).
Genes, in particular, play an important role in determining an individual’s weight
profile. In an analysis of 31 twin studies, Elks et al., (2012) found that genetic
difference explained 47% - 80% of variation in BMI. To say that individuals are
“overweight” or “obese” due to low motivation and overconsumption of food is an
oversimplification of a complex interplay of factors, and actively contributes to
weight stigma.
The Impact of Weight on Health Outcomes
Individuals in larger bodies are the target of continual comments and advice
regarding how and why to lose weight, often unsolicited and under the guise of
concern for health. Yet the link between weight and negative health outcomes is
tenuous, in that current data do not support a direct causal link between a higher
BMI and poor health outcomes (Tylka et al., 2014). Romero-Corral et al., (2006)
reviewed 40 studies and found that “overweight” individuals were at significantly
lower risk for cardiovascular mortality. A similar effect was seen in individuals with
coronary heart disease and hypertension, with individuals with these disease in the
“overweight” and all three of the “obese” BMI categories being less likely to
experience non-fatal heart attacks or non-fatal strokes than their “normal” weight
counterparts (Uretsky et al., 2007). This effect is sometimes referred to as the
“obesity paradox.” Many of the studies claiming there is an association between
higher body weight and mortality have been criticized for failing to control for other
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relevant variables such as level of physical activity or history of weight cycling and
dieting (O’Hara & Taylor, 2018). These variables have a relevant impact on overall
health outcomes, so their omission from studies making causal statements about the
health risks of being “overweight” is significant. A study by Gaesser (2003) found
that rates of mortality from cardiovascular disease in active, “overweight”
individuals were half the rates seen in sedentary, “healthy” individuals. These and
other studies challenge the assumption that weight alone is the cause of increased
health risk.
While causal links between being “overweight” or “obese” and having poorer
health outcomes are not universally supported, the literature does support an
association between weight stigma and negative health outcomes. Weight stigma is
defined by the National Eating Disorders Association as “discrimination or
stereotyping based on a person’s weight” and can include behaviors such as
harassment, violence, teasing, hostility, and pressure to lose weight, among others
(Tylka et al., 2014). Reviewing a wide selection of studies on the impact of weight
stigma, Tylka et al. (2014) note that weight stigma is associated with an increased
risk for high blood pressure, bingeing and purging behaviors, negative body image
and self-esteem, and depression- all mental and physical health concerns that are
often attributed purely to someone being “overweight” or “obese.”
Weight stigma is also associated with a nearly 60% increased risk of
mortality, an effect that was reduced but not eliminated when accounting for other
factors including smoking history, activity levels, and depressive symptoms (Sutin et
al., 2015). Further compounding the negative health impact, weight stigma in health
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care settings (patients presenting for injury care and being told to lose weight, for
example) may result in heavier individuals avoiding routine check-ups or
preventative visits (Puhl & Heuer, 2009). When stigmatizing messages around
weight are so pervasive, fat individuals may begin to internalize these messages and
blame or shame themselves for how they are treated.
The Role of Counselors
Training
While most graduate psychology and counseling programs include a course
in multicultural issues and diversity, concerns related to fat identity and weight bias
are commonly neglected (Watkins & Gerber, 2016). This is a significant omission
given the current research on the impact of weight bias and the fact that most
therapists will work with clients on issues related to eating, body size, or the impact
of weight bias at least some point during their careers. Particularly as clients may
have multiple intersecting identities, approaching work with clients of any body
size, but particularly larger-bodied clients, without adequate training in weight
neutral approaches or internal bias risks the integrity of the therapeutic
relationship and the wellbeing of the client. Without appropriate training counselors
may believe they are helping clients by encouraging weight loss, feel they are
trained to work with clients of diverse body sizes without understanding weight
bias or the societal and cultural factors that strengthen and maintain weight bias,
assume clients’ presenting issues are related to their weight and subsequently
blame clients for their problems, and engage in dichotomous thinking in relation to
health and weight (Nutter et al., 2019, p. 108). Beliefs congruent with the WCHP are
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widespread and socially acceptable (Nutter et al., 2019). It is not surprising that
many new and experienced clinicians alike practice in alignment with the weightnormative beliefs outlined above and unintentionally cause client harm. It is
because of the pervasiveness and acceptability of weight bias that training on
weight-related identity and weight bias must be a critical component of graduate
training.
Weight Bias in the Therapeutic Relationship
When clients present to therapy, they bring their physical bodies with them
into the therapy space. Whether or not clinicians are aware of it, their own
perceptions of their clients’ body size may impact how they view the client and
approach the therapeutic relationship. The results of a study by Davis-Coelho et al.
(2000) indicated that younger psychologists predicted that heavier clients would
show less effort and have a significantly worse overall prognosis. The authors note
that this finding is particularly significant because if clinicians have lower
expectations for clients, these expectations may adversely impact the client’s
treatment plan and subsequently their overall outcomes (Davis-Coelho et al., 2000).
Even among professionals working in eating disorder treatment, weight bias is
present. Clinicians who scored higher on a measure of weight-bias had poorer
perceived treatment outcomes and higher levels of frustration when working with
larger-bodied clients (Puhl et al., 2013). Additionally, among eating disorder
professionals, 56% observed other professionals in the field making disparaging
comments about “obese” clients, and 42% indicated believing that eating disorder
professionals have negative stereotypes about “obese” patients (Puhl et al., 2013).
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The effects of weight bias are particularly insidious because they are often
outside of conscious awareness. Clinicians' intentional awareness of their own
biases against larger-bodied clients is critical to the prevention of repeating and
reinforcing traumatizing experiences for larger clients, and to the prevention of the
proliferation of weigh-normative messages, which can harm clients of any size. “A
well-intentioned clinician who is not fully aware of his or her own biases risks
introducing fat bias into his or her practice in many subtle ways” (Davis-Coelho et
al., 2000). These subtle messages may include clinicians implicitly communicating
that being in a larger body is a moral failing and that weight is controllable,
perpetuating diet culture through weight-based jokes or comments (even if they are
not directed at the client), or by assuming that larger-bodied clients who present for
therapy want to lose weight or change their bodies.
Ethical Concerns
The American Counseling Association provides counselors with an ethical
code to guide ethical decision making, and to protect clients, the counseling
relationship, and the integrity of the counseling profession. Section A.4. parts A and
B specify that counselors are to “avoid harming their clients” and “avoid imposing
their own values, attitudes, beliefs, and behaviors” (ACA, 2014, p. 4-5). Section C.2
part A specifies that counselors must, “practice only within the boundaries of their
competence, based on their education, training, supervised experience, state and
national professional credentials, and appropriate professional experience” (ACA,
2014, p. 8). Based on these standards and the current body of literature on the risks
of dieting and weight cycling, even well-intentioned efforts on the part of
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counselors, including prescribing, encouraging, or praising clients’ weight loss, and
utilizing interventions to assist clients in losing weight, not only fall outside the
scope of practice, but actively reinforce weight-normative messages and may cause
client harm.
Health at Every Size
In the midst of a healthcare system that is based on the WCHP and that fuels
a $72 billion dollar diet industry (Associated Press, 2019) with a vested interest in
making people believe that they must lose weight to be healthy, the Health at Every
Size (HAES) paradigm provides an alternative option. The HAES model, developed
by Dr. Lindo Bacon (formerly Linda), is a weight-neutral, holistic approach to health
that honors the myriad of factors influencing health, and that does not define health
as the absence of illness or disease (Bacon, 2010). It is rooted in a social justice
framework, addressing equitable access to competent, affordable health care,
normalizing weight and body diversity, and advocating for an end to weight stigma
(Bacon, 2010). As Tylka et al. (2014) note, the HAES model is based on the
assumption that “Pursuing health is neither a moral imperative nor individual
obligation, and health status should never be used to judge, oppress, or determine
the value of an individual” (p. 7). The HAES definition of health also extends beyond
purely physical health and includes psychological health and overall quality of life,
viewing health as a state that exists on a continuum (Bacon, 2010). The Association
for Size Diversity and Health (ASDAH) provides a clear overview of the five HAES
principles:
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1. Weight Inclusivity- Accept and respect the inherent diversity of body shapes
and sizes and reject the idealizing or pathologizing of specific weights.
2. Health Enhancement- Support health policies that improve and equal access
to information and services, and personal practices that improve human
well-being, including attention to individual physical, economic, social,
spiritual, emotional, and other needs.
3. Eating for Well-Being- promote flexible, individualized eating based on
hunger, satiety, nutritional needs, and pleasure, rather than any externally
regulated eating plan focused on weight control.
4. Respectful Care- Acknowledge our biases, and work to end weight
discrimination, weight stigma, and weight bias. Provide information and
services from an understanding that socio-economic status, race, gender,
sexual orientation, age, and other identities impact weight stigma and
support environments that address these inequalities.
5. Life Enhancing Movement- support physical activities that allow people of all
sizes, abilities, and interests to engage in enjoyable movement, to the degree
that they choose.
The HAES framework provides guidance, based on the five principles listed
above, for individuals seeking to move away from a diet-based approach to health.
In a study by Bacon et al. (2002), the HAES approach was compared against a
dieting-based weight loss program, and the results were significant. Participants
were placed into either the HAES group or the diet program group and were
provided with weekly support for six months. The HAES group received
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interventions regarding body and self-acceptance and assistance in implementing
the HAES program (eating intuitively, noticing body sensations, moving for pleasure,
etc.), while the diet group received information congruent with the WCHP regarding
calorie intake and the benefits of exercise, and learned how to count fat grams, shop
for groceries, keep a food journal, and weigh themselves. In the end, the dieting
group (only half of whom remained in the study) lost weight and showed some
initial health improvements at the time of the 1-year follow-up, but by the year 2
follow-up had regained most of the lost weight, lost improvements to other health
markers such as cholesterol, and reported significantly decreased self-esteem.
Participants in the HAES group, on the other hand, were significantly more likely to
remain in the study, had large declines in cholesterol and blood pressure, and
decreased levels of eating restraint and body dissatisfaction. They also had nearly
quadrupled their amount of movement and reported significant improvements to
their levels of self-esteem. Most notably, the women in the HAES group experienced
all of these physical and psychological health benefits without losing any weight,
supporting the assertion by Tylka et al., (2014) that a focus on weight and weight
loss is antithetical to health. For the women in the HAES group, weight loss was not
required to improve their health and, in fact, taking the focus off of weight loss was
the key to their success.
Intuitive Eating
A critical component of the HAES paradigm is eating in a flexible way based
on internal hunger cues. Intuitive Eating (IE) provides a practical roadmap for doing
just that. IE is defined as “a self-care eating framework, which integrates instinct,
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emotion, and rational thought” (Tribole, 2019). IE is an evidence-based model with
over 100 empirical studies (Tribole, 2019) and includes a validated assessment
scale, the Intuitive Eating Scale (Tylka, 2006). Intuitive eaters are not preoccupied
with food or weight, allow themselves to eat satisfying, fueling foods based on their
needs, and honor their bodies’ internal messages of hunger and satiety. IE’s
sustainable, weight-neutral approach to health is based on ten guiding principles
outlined in Tribole and Resch’s (2012) book:
1. Reject the diet mentality
2. Honor your hunger
3. Make peace with food
4. Challenge the food police
5. Feel your fullness
6. Discover the satisfaction factor
7. Cope with your emotions without using food
8. Respect your body
9. Exercise- feel the difference
10. Honor your health with gentle nutrition
IE is a way for individuals to find freedom and flexibility in their relationship
to food, and to cultivate body respect and trust independent of weight. While the IE
principles need not be followed in chronological order, rejection of the diet
mentality is the principle that separates IE from other models such as solely
focusing on mindful eating, and is a critical step in helping individuals see diets, as
opposed to themselves, as failures.
Another hallmark of IE is that it is internally guided, as opposed to externally
guided by rules and regulations about when and what to eat as laid out by diets.
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Interestingly, this focus on internal versus external dietary control in adults closely
mirrors eating habits seen in children with and without parental control. In children
whose caregivers restrict certain foods, the child’s desire to eat those foods
increases, as does their actual consumption of those foods when they are finally
made available (Jansen et al., 2007). Dietary restriction in children is also associated
with weight gain, preoccupation with food, and low self-esteem (Eneli et al., 2008).
The same principles apply to adults, with dietary restriction frequently leading to
weight gain, low self-esteem, and obsession with food. Viewed through this lens, IE
can be seen as a return to a natural, uninhibited way of eating as opposed to a “new”
way of eating.
Interoceptive awareness is the process by which internal physiological
signals such as hunger, satiety, and heart rate are sensed by the individual (Craig,
2009). In IE, interoceptive awareness helps individuals trust and tune into their
physical sensations of hunger and fullness to determine when and how much to eat.
This does not mean that individuals cannot or should not eat when they are not
hungry, but puts the control and choice back on the individual to decide whether or
not they wish to eat. IE is also based on an “all foods fit” model wherein there is
unconditional permission to eat all foods and all foods are viewed as morally neutral
(Tribole and Resch, 2012). This way of thinking is in stark contrast to many of the
messages spread by the WHCP and diet culture, which categorize foods into two
moral categories- food as “medicine” or food as “poison.”
Unconditional permission to eat, a common point of misunderstanding for
individuals first learning about IE, is based on the science of habituation, which
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suggests that the more exposure a person has to a specific food, the less appealing it
becomes (Tribole and Resch, 2012). Unconditional permission to eat is a key
element in IE; it puts the individual in control of the food instead of the other way
around. Tribole and Resch specify that “pseudo-permission does not work- it’s only
an illusion...your mind is still on a diet (2012, p. 87). Pseudo-permission may sound
like “cheat days” or “everything in moderation.” The message implicit in these
statements is that all foods are acceptable, but only within certain times or limits.
These arbitrary limits, many of which are grounded in diet culture messages about
which foods are acceptable and which foods aren’t, are still a form of restriction;
they require self-control on the part of the individual, instead of trust in body
signals regarding what sounds good to eat and how different foods feel in the body.
Of note, Tribole and Resch (2012) specify that IE is not a suitable initial treatment
option for individuals struggling with active eating disorders as IE relies on the
presence of hunger cues and enough mental clarity to understand and retain the
principles of IE. In individuals with active eating disorders, hunger cues are often
“offline,” and mental acuity may be temporarily diminished for individuals engaged
in extreme restriction or other eating disorder behaviors. IE may, however, be a
helpful tool in the recovery process.
The process of transitioning from restrictive eating of any kind (dieting) to
intuitive eating is not linear or easy, yet the physical and psychological benefits of IE
are considerable. IE is associated with high levels of well-being, including optimism,
unconditional positive self-regard, and proactive coping, and inversely associated
with eating disorder symptomatology (Tylka & Wilcox, 2006). Contrary to the belief
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that unconditional permission to eat all foods will result in “unhealthy” eating or
binges on junk food, Smith and Hawks (2006) found that individuals who scored
high on IE ate more diverse diets than their low IE counterparts. In addition, IE is
negatively associated with BMI (Camilleri et al., 2016), and is positively associated
with body shape satisfaction (Saunders et al., 2018). In summary, IE is closely linked
to mental and physical health outcomes that are commonly sought by using dietary
restriction; yet the outcomes associated with IE are sustainable and grounded in
body attunement, trust, and compassion instead of rigidity, control, and “selfdiscipline.”
In Practice
In this paper I have described and critiqued the WCHP, outlined the
problematic implications of this dominant paradigm for counselors and other
helping professionals, and described HAES and IE as two alternative frameworks
rooted in a compassionate, weight-neutral understanding of health. The final section
of this paper aims to provide recommendations for how counselors might integrate
weight-neutral approaches grounded in HAES and IE principles into their clinical
work to strengthen therapeutic rapport and challenge dominant narratives around
weight and health.
Create Safety
The physical setting of the therapy space sends a message to clients about a
therapist’s values and has the potential to signal safety and inclusivity for all bodies.
As much as possible in the specific clinical setting, clinical spaces such as waiting
rooms and therapy rooms, in addition to being accessible for clients with
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disabilities, should comfortably accommodate clients in larger bodies. Including fataffirming books, magazines, and artwork in clinical spaces also communicates to
clients that their bodies and experiences are valued and welcomed in the therapy
space (Rothblum & Gartrell, 2019).
Respond to Concerns about Weight
Clients may present to therapy with concerns about their weight, or even
explicitly identify weight loss as one of their goals for treatment. Bacon writes, “If a
client believes weight is the problem, then weight loss becomes the only solution”
(2010, p. 307). Clients may believe that their weight is a result of a lack of willpower
or self-discipline and seek therapy as a means to explore and “fix” these issues in the
hopes of losing weight. This presents a challenge for therapists familiar with the
research on the risks of dieting and with an ethical mandate to avoid client harm.
Most importantly, clients have a right to body autonomy, whether or not that means
engaging in intentional weight loss efforts. The belief in client autonomy and
freedom of choice is congruent with both HAES and IE, and with foundational
elements of person-centered counseling. Clients also have the right to know the
potential benefits and risks associated with dieting, should they choose to pursue
weight loss. Offering clients information from the research on dieting provides the
opportunity for individuals to make informed, empowered choices and begin to
deconstruct their beliefs around health and weight instead of pursuing weight loss
based only on dominant messages related to the WCHP. With clients’ permission,
offering a basic explanation of HAES and IE principles is also appropriate and may
create further opportunities to explore how they can begin integrate HAES and IE
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principles into their lives. Inviting clients to share their honest thoughts and
reactions throughout this conversation is critical and invites the client’s experiences
into the room.
Examine Bias and Privilege
Clinicians are not exempt from weight bias. If this bias is left unchecked,
therapists may inadvertently perpetuate weight stigma and send harmful messages
to clients. A critical element in working from a weight-neutral, fat-positive approach
is to continually pay attention to and explore both internal and external sizeist
reactions to clients.
Messages furthering the WCHP are prolific and pervasive, so unconscious
biases and negative reactions to larger-bodied clients are normal; it is the
deconstruction of these biases that is important. Viewing clients as a whole people
by honoring their lived, embodied experiences, prioritizing marginalized,
intersecting identities, and understanding the broader social, cultural, and
environmental factors that are present is not only ethically sound practice but helps
to prevent a micro-focus on weight alone.
The concept of thin privilege is also salient in the context of the therapeutic
relationship. Thin privilege, advantages smaller-bodied individuals enjoy as a
consequence of weight discrimination (Bacon, 2010), is an often-forgotten privilege.
Thin privilege includes having one’s size available in most clothing stores, having an
easier time finding a job, having lower health insurance rates, not being told to lose
weight when presenting to the doctor for a concern unrelated to weight, not being
called lazy or unhealthy, being able to fit in most seats, and the list goes on. Thin
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therapists must be able to non-defensively own and acknowledge their thin
privilege, particularly when working with larger-bodied clients.
Use an Interpersonal Approach
Using self-disclosure in session has the potential to further or hinder the
therapeutic relationship. In general, best practice regarding self-disclosure suggests
that the disclosure must have the potential to benefit the client in some way,
promote further client disclosures, and increase trust in the therapeutic relationship
(Edwards & Murdock, 1994). But what happens when a therapist does not get to
choose what is disclosed? This is the case with body size- it is, in effect, a visible
“self-disclosure.” The therapist's presence in the therapy space is both felt and seen
by the client. For clients interested in exploring their relationship to weight and to
their bodies, this reality holds therapeutic potential if a clinician is able to explicitly
acknowledge differences or similarities in body size or shape between themselves
and the client, or directly address concerns related to weight discrimination and
fatphobia that larger-bodied clients may be experiencing. This purposeful and direct
acknowledgment of and response to sociocultural and sociopolitical issues during
the therapy process is called broaching (Day-Vines et al., 2007), and has the
potential to help clients feel more deeply seen, understood, and empowered.
Broaching the topic of weight or of weight bias explicitly may be both
clinically relevant and in furtherance of the therapeutic relationship. For example, a
larger-bodied therapist working with a client who has a fear of gaining weight may
ask something like, “I wonder what it is like for you to share these fears with me as
someone who has the body you fear?” A smaller-bodied therapist working with a
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larger-bodied client may acknowledge their thin privilege and other privileged
identities to directly address the power differential in the therapy relationship and
to elicit clients’ responses to working with a clinician who has a different lived
experience.
For clients who chose to pursue intentional weight loss, some may want to
share their successes with their therapist. The natural inclination is to celebrate
with clients when they share their weight loss successes, yet doing so reinforces the
weight-centered narrative that being smaller is better (Bacon, 2010). This
reinforcement also creates a “condition” between client and therapist wherein the
client may feel as though they need to keep losing weight to garner acceptance from
the therapist, or fear rejection when they regain the lost weight. Responding to
client reports of weight loss from an interpersonal perspective by inquiring, “How
are you hoping I will respond?” or stating, “I wonder what this weight loss means for
you?” focuses on the client’s experience and subjective reality instead of the client’s
weight. Whereas congratulatory or praising statements have the potential to close
the conversation and reinforce conditions in the therapeutic relationship, returning
to immediate, process-based comments facilitates deeper client self-exploration and
insight, and supports a strong working alliance between therapist and client.
Beyond continually integrating weight-neutral messages and practices into
their work with clients and assessing their own biases around weight, counselors
should continue to stay current on the literature related to weight stigma, weight as
it relates to health outcomes, and weight-neutral and fat-positive approaches to
health and wellbeing. Doing so allows clinicians to support clients in a
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compassionate, ethical way based on a broad and holistic definition of health.
Additionally, advocating for policies that support equitable access to a wide variety
of foods and to safe, affordable, and competent healthcare is important role
counselors in have in creating a more just world for clients of all sizes. Counselors
have the honor of walking with clients through life’s most painful, challenging
experiences, including experiences of shame and pain related to their bodies.
Empowering clients of all sizes to deconstruct harmful beliefs about weight and
health, cultivate body trust and intuition, and find freedom in relationship to food
and their bodies is at the very core of this work.
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